Introduction
In September 1985, Brian Hurwitz and I began to teach medical ethics to first-year clinical students of the newly formed Joint University College and Middlesex Hospital Medical School. The course consists of 12 sessions covering the major topics in the field and is taught three times a year at the Whittington Hospital, where one third of the first-year students are based each term in groups of around 70. Because ofits length, structure and the fact that after a trial period it was approved as a formal and assessed part of the clinical curriculum, the course may be unique in the UK. It has met with great success with students and some staff and led, among other things, to a King's Fund Fellowship at the Centre of Medical Law and Ethics at King's College, London. In the following paper, we will describe the background to the development of the course, its current content and method of presentation, the approach which we have taken to its assessment, details of the student response to it, and some of the problems encountered in trying to make it a success. In doing so, we shall focus on experiences which have
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Background
In 1982/3, we began a series of informal and optional seminars on a weekly basis on social issues within modern medicine. The topics we chose were wideranging and covered everything from debates concerning prevention v cure to health and safety at work. Initially, medical ethics constituted only a small part of the programme. The innovative character of these sessions concerned not so much the originality of the topics chosen -these were fairly standard fare for any short course in social medicine. Rather it was the format of presentation that proved particularly successful in stimulating discussion and interest. Each session consisted of a brief introduction to the issue for that week (for example why so many people smoke) followed by a video -usually from a relevant television programme -highlighting the concepts and arguments raised. A discussion then ensued which was designed to elicit responses from as many of those present as possible and to encourage debate between them. The results were often quite electric -excellent interchange with maximum participation.
Yet there were problems and serious ones. The only slot that we could find on the timetable when a significant number of students were even potentially free was on one afternoon at 4:30 pm. This meant that audiences were small and inevitably self-selected with all of the dangers of insularity that this can bring. Further, it became clear that some topics were being discussed at too general a level for many of the students, who were more at home with traditional case presentation. In With the exception of the last, each of the preceding sessions conforms to the mode of presentation already outlined. We believe that a brief introductory lecture is necessary to outline the philosophical background for medical students to get the most benefit from the video and the discussion which follows. Without such an overview, only the very best students will feel that they have a sufficient conceptual 'take' on the case material to say something confidently about it. Suffice it to say that the specific case presented in each session inevitably suggests many others which are mentioned by them, or us, and which together usually cover the spectrum of arguments which need to be engaged. Further, students are always encouraged at the beginning of each session to try to integrate into the discussion any relevant clinical material which they have experienced or heard about on the wards. Finally, a minimal amount of reading from the established texts is assigned for each session with multiple copies available in the library.
Assessing them and us
We realised from the beginning that if we were to get the students to take the course and the medical school to take us seriously then both they and we would have to be assessed. For After one trial-term the resulting feedback was gratifyingly positive. Attendance was high (between one half and two thirds on a regular basis) and it was clear that most of the students enjoyed the course, felt that it achieved a good balance and thought that it should be continued -indeed expanded! Aside from the intrinsic merits of the programme, it was on this basis that the curriculum committee agreed that the course should become a formal part of the first-year curriculum. Attendance and student evaluations have continued to be good during subsequent terms.
Yet it was also obvious that we had to evaluate the students. Here the aim was to devise a diagnostic assessment which would give us and them some idea of how much of the course they had understood. In order to convince the medical school that this was possible, especially against the background of arguments to the effect that moral understanding could not be evaluated 'objectively', we also created a trial assessment for the first group to do the course and a specimen answer paper which could in principle be used by any assessor. These are outlined below and helped to convince the curriculum committee to agree to similar assessments being incorporated into the course on a compulsory basis.
Student assessment: 'Medicine and morality'
Below you will find two fictitious cases (only one will be described here) adopted from real events which But when he went home, he ingested all his antidepressant medication, after pinning a note to his shirt to explain his actions and to refuse any medical assistance that might be offered. His wife, whom he had not told about the diagnosis, found him unconscious and rushed him to hospital without removing the note'(1). This is precisely the sort of answer that many of the students regularly reproduce. Indeed, the work produced by a large percentage of those who attempt the assessment -creative and rigorous argument of a high standard -has been gratifying.
Problems
Since its inception, the difficulties which we have confronted with the course have fallen into three categories: institutional, attitudinal and logistic. Beginning with the latter, it is notoriously difficult to find a time during the week when all clinical students are free. At the Whittington, we were lucky, although we also suspect that the legendary inflexibility of the clinical timetable has more to do with institutional inertia than reality. For example, many students complain bitterly about the amount of time which they spend on their firms 'standing around and waiting for something to happen'. No doubt it can be argued that this experience is part of the apprenticeship character of medical education. Students have to learn that being 'on call' requires patience as well as expertise. Equally without question is the fact that a schedule based on ward work within firms makes finding a time when students can be sure to be exempt from medical duties extremely problematic. For example, they can hardly down tools in the middle of assisting in surgery to dash to their medical ethics class! However, the comeback surely is that if medical ethics really is believed to be an integral part of clinical medicine -if it is accepted that the practice of medicine inevitably has a moral dimension to it which students should also be trained to understand -then the small amount of time required for a proper course in the area can surely be found for most students most of the time. Timetabling difficulties do pose administrative problems which can be daunting in their complexity. However, in our experience of other types of educational institutions, these are usually solvable provided that there is not some other reason for not trying. Which brings us to attitudes.
Even though many of the students were willing to miss or curtail their lunch break to attend the course, their questionnaires revealed that some of their consultants actively discouraged them from doing so. They did this without discussion with us and after having been reminded by the Sub-Dean that the course was a formal part of their students' clinical training. Since no further action has been taken to correct this situation, many students who want to participate cannot -at least on a regular basis. In order to try to correct this, we have invited staff to the sessions but with only limited success. Interestingly, those doctors who have attended or who have been willing to discuss the course with us have almost always had their doubts allayed. In short, there can be no doubt that many doctors are distressed by the idea of ethics being 'taught' rather than 'observed in practice' on the wards. The paradox is that until they experience such teaching, along with its practical relevance to their own work, it is extremely difficult to win them over. With this in mind, we have contributed to some of the mainstream clinical teaching through discussing ethical dilemmas raised by cases presented at sessions of both the staff round and junior 'circus'. But we believe that one of our chief failings at the Whittington has been not spending enough time in discussing these issues with clinical colleagues. We hope to remedy this in the future. A further problem with attitudes concerns the course assessment. As it stands it is 'compulsory' in the sense that anyone who does not do it has this fact entered into their record. However, since most of the students know that the attitude of some of the authorities of the medical school towards the course is at best ambiguous, this is hardly a cause to take the assessment as seriously as they mightdespite the praise with which they otherwise speak of the course. The same problem leads to even the best students doing very little of the assigned reading. In order to correct this situation, we see no alternative but to assess ethics in the same way as other clinical subjects, with grades which count towards students' final results.
Finally, despite the endorsement of the course by the curriculum committee of the Joint School, the institutional status of the course remains both unclear and insecure, both from the perspective of long-term funding and as regards the clear support of the respective deans and others. The reasons for this are obscure, although they will no doubt be clarified in a committee which has been constituted to discuss the overall teaching of ethics in both the pre-clinical and clinical years. Such confusion is particularly surprising in the light of the popularity of the course and the interest which it has generated in other medical schools and in the profession generally. We suspect that the reasons may be specific to the internal politics of the formation of the Joint School which appear to be highly complex and to the fact that we actually teach the course at neither of the constituent medical schools. Of course, they are also in part due to some of the attitudinal factors referred to above. The future of the course seems by no means assured.
Conclusion
Given the preceding, we believe we have learned four key lessons about setting up and teaching a course in medical ethics to clinical students. First, if the course is to be successful, it must immediately strike students as relevant to what the practice of medicine both is and should be like. It should be geared to specific cases and designed to encourage maximum participation in discussion of those who attend. It should not, in short, take the form of simply a lecture or of a discussion dominated by professionals. Second, its success must be publicly evaluated by the students and any other medical staff who can be encouraged to attend. Without such assessment, even with a few keen supporters to begin with, it will be hard to convince those who believe that medical ethics cannot be taught but must be gleaned through a sort of moral osmosis of apprenticeship with the right sort of consultant. Such opponents will obviously be highly suspicious of outsiders (especially non-doctors!) purporting to fill this role. Third, it is crucial that everything about a new course be seen by both students and staff as 'formal' and on a par with other clinical work. One can always put together a course that will be reasonably successful for a -usually small -selfselected audience. The real trick is to reach those who fear the subject, for whatever reason, and who will look for an excuse not to attend and to minimise its importance. This is why graded compulsory assessment is so crucial. It is also why deans must insist that all consultants allow the students on their firms to attend scheduled ethics teaching and continue to do so in the face of opposition. We do not underestimate the difficulty of this given both the traditional structure of the clinical curriculum and the power of individual consultants in its operation. Thus, fourth and finally, for an ethics course to achieve longterm stability within a medical school it is not enough for it to be successful with students. It is crucial to forge alliances with as many people on the clinical staff as possible and certainly to meet with critics for discussion as soon as one hears of them.
All of the above takes time and can be as frustrating as it can be demanding. Yet the rewards are immense: all those involved agree that we have never experienced such exciting teaching with so much real gratitude and appreciation at the end of the day. 
